* * * From the patient's perspective, seeking value in healthcare is not new, but a more-specific definition of ''value'' is gaining acceptance: Health outcomes achieved per dollar spent to achieve those outcomes [3] . Health outcomes of interest to our patients include both the quality of care delivered and the experience patients and their families go through when receiving their care. If two medications provide the same health benefit, the less-expensive one provides greater value. In reality, though, the situation often is more complex and nuanced. For instance, a surgical procedure done as an outpatient or with a less expensive implant might seem to have greater value at the outset, but the value is reduced if there problems develop down the line like more unplanned readmissions or reoperations, more adverse events, or premature failure of the implant.
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When considering quality and value, it is important to distinguish preferencesensitive from nonpreference-sensitive medical conditions. A person severely dehydrated from Cholera may die without intravenous fluids. A person with HIV infection will develop AIDS and die without antiretroviral therapy. Necrotizing fasciitis and compartment syndrome are limb-and life-threatening without surgery. These conditions are not preference-sensitive: The correct treatment is often clear on diagnosis. In contrast, people with severe hip arthritis, large rotator cuff defects, or advanced carpal tunnel syndrome may prefer to avoid surgery. These conditions are preference-sensitive: Some people prefer to adapt to impairments from these conditions rather than face the risks, discomforts, and inconveniences of surgery. A substantial proportion of musculoskeletal conditions are preference-sensitive.
Given that preference-sensitive musculoskeletal conditions largely affect quality of life, the best outcome measures may be those that address symptoms, limitations, and satisfaction with care. These outcomes are referred to as patient reported outcomes (PROs) and they are measured using patient reported outcome measures (PROMs). It is worth reflecting on the potential of PROMs to transform the care of musculoskeletal illness. Orthopaedic surgeons expect fewer symptoms and limitations when surgery improves motion, when radiographic arthritis is less severe, and when a sutured rotator cuff defect heals. We are surprised to find that greater motion, more severe radiographic arthritis, and persistent defects after surgery are not always associated with reductions in symptoms and functional limitations [4] . We are puzzled by the ability of sham surgery and injection to relieve symptoms [5] . It is curious. It goes against our training and expertise.
With more routine use of PROMs, surgeons will want to pay more attention to the factors that have the strongest influence on these scores: Stress, distress, and ineffective coping strategies [4] . The influence of mindset and circumstances on musculoskeletal illness is evident to orthopedic surgeons of all subspecialties. But we have tended to limit our attention largely to objective pathophysiology and impairment, placing less emphasis on a patient's thoughts, emotions, and behaviors in response to their disease. In other words, we have tended to operate within the biomedical model where every illness can be reduced to a specific pathophys-iology. Improving quality and value in orthopaedic care is likely to benefit from considering each patient's illness from a biopsychosocial perspective.
When a patient seems to have more symptoms and more limitations than one would expect for a given pathophysiology, consider why this might be. Some patients with preference-sensitive conditions are dissatisfied with nonoperative treatment. For conditions that are expected with age-where it is possible that a substantial subset of people never seek care and are satisfied with their symptoms and impairments (trapeziometacarpal arthrosis or rotator cuff tendinopathy, for example)-it might help to ask why some patients are dissatisfied, and what can be done to help them become more satisfied. Interventions to minimize stress and distress and encourage effective coping strategies may achieve desired health outcomes on their own, and they are likely improve the results of our surgical interventions as well. Orthopaedic interventions may have their greatest value when patients in the best possible frame of mind and circumstances follow their preferences and take an active role in their health [1] .
